(3) The coloured haptic and external fixation Mark VIII implants have their place in this procedure.
We have already heard that an intraocular implant has many advantages over the two alternative corrections for aphakiacataract glasses and contact lenses. It avoids the uncomfortable magnification of cataract glasses, and also avoids their restricted visual field. Unlike contact lenses, the implant cannot be damaged or lost or its use neglected. The lens used in this series is the Ridley Mark II anterior chamber implant. It is an all-perspex lens with a central FTed.' t.. ' :: :
The Ridley tripod lens optical part 6 mm in diameter and a haptic part tripod in shape (Fig 1) . The length varies with the size of the eye. One foot lies in the angle at 12 o'clock; the two lower feet lie at 5 and 7 o'clock. The feet are 0.5 mm thick but taper to 0.25 mm at the ends. The lens has a convex front surface but the tips of the feet are slightly curved forwards so that only the extreme tip of the foot lies in the angle. This overcomes the complication of corneal touch, leading to endothelial dystrophy, that was such a frequent complication of the original Strampelli lens in the 1950s. This series of 62 cases includes implants performed by Mr N L Dallas and myself, and covers a period of .ten years .
Operative Technique Like the iris clip and irido capsular implant, this is a one-stage operation. It is important to have a soft eye, and a mannitol drip is used routinely. The operation can be done under deep sedation with diazepam (Valium) and pethidine, or with neuroleptic anxsthesia using droperidol. The extraction is performed in the usual way with two peripheral iridectomies, a-chymotrypsin and cryoextraction. No sutures are placed til! the implant is inserted, to prevent possible entanglement with the lens. After the extraction air is injected into the anterior chamber, followed by saline which replaces the air. The implant is then held in the special introducing forceps and both inferior feet are placed in the angle at 5 and 7 o'clock. The The patients ranged from childhood to old age (Fig 2) . There were four under 10 years of age and two were over 80. Half the patients were between 50 and 70 years of age.
The types of cataract included 14 traumatic cataracts, 2 postinflammatory and 46 presenile and senile, mainly in patients whose vision was still good in the other eye. Of the 62 patients, 53 have lenses still in situ and 9 lenses have been removed. The 53 lenses were implanted between six months and 11 years ago (Fig 3) .
Results
The clinical appearances are shown in Figs 4-6. Fig 7 shows the visual results. Of the 53 patients with lenses in situ, 45 (86.5%) have a visual acuity of 6/5-6/12. Of the 3 with a visual acuity of 6/18, 2 have perforating wounds with vitreous haze, and the third a high cylinder in both eyes not correcting the vision beyond 6/12 in her normal eye. One patient in whom the visual acuity is 6/36 had secondary glaucoma and a dense capsule. One in whom it is 6/60 has macular edemathe only one in the present series (1.6%). This is the incidence to be expected in 62 cataract extractions without implants, and compares very favourably with the incidence in most series of iris clip lenses.
Of the 3 whose vision is reduced to counting fingers, 2 are children who were amblyopic from squints and had clear lenses, and 1 developed a dense pupillary membrane following an intraocular foreign body. Five of the 8 patients with less than 6/12 vision had had traumatic cataracts Of the 9 cases where the lenses have been removed (Fig 8) , 2 had had injuries that caused poor vision, made worse by corneal cedema in one, but the vision can still be corrected with contact lenses to 6/18 and 6/24. Four had complications immediately after the operation. Two lenses were removed early (within two weeks of operation) and these both now correct to 6/9; two were left, but secondary glaucoma developed and these patients now have perception of light only. Three patients, after having good vision for 11, 2 and 7 years, developed corneal cedema. One of them had a subsequent corneal graft which restored the vision to 6/12; the other two are recent and are awaiting grafts. Two of these lenses dislocated upwards before the oedema began; the third started with superficial punctate keratitis, and since removal of the lens has had two large corneal ulcers, suggestive of herpetic infection. The anterior chamber lens has several advantages over the iris clip or iridocapsular lens.
(1) As the lens lies in front of the iris, the pupil is circular and frequently reacts to light, and the appearance of the eye is normal.
(2) The pupil can be dilated with mydriatics for examination of the fundus. This is essential for the diagnosis and treatment of retinal detachment and cannot be done if the iris clip lens is used.
(3) The lens is fixed by its feet in the angle of the anterior chamber, and so there is less risk of dislocation or abnormal movements of the lens with movements of the eye. (4) The lens is all-perspex and so avoids the possible complication of toxicity of the loops of the iris clip lens.
(5) There is no endothelial contact with the Ridley tripod. The lens is convex on its front surface but each leg in its final one-third is slightly curved forwards, so that the tips lie in the angle and the main parts of the legs are well clear of the endothelium. So there is a low incidence of late corneal cedema in this series: 3 cases in 62 (5 %); This is no more than in the Miami series of iris clip lenses, where the incidence was also 5 % (Jaffe, quoted by Troutman 1975 ).
(6) There is no iris or vitreous contact. Unlike the iris clip lens, anterior segment fluorescein angiography shows that there is a very low incidence of iris leak with fluorescein, and the patient's iris usually retains its normal structure. I agree with Mr Easty that there is a direct relationship between iris leak and macular cedema, and with very few exceptions (2 cases in 62, or 3%) the Ridley tripod operation avoids both these complications. This compares very favourably with the reported incidence of macular cedema with the iris clip lenses (15% in the Miami series (Troutman 1975; 20% in Gills' review of 1975) .
Conclusion
This anterior chamber implant offers several advantages over the iris clip or iridocapsular lens.
The incidence of corneal cedema in earlier anterior chamber implants (and in the past this has been the main criticism of the operation) has been very low with this lens in a ten-year period. Time alone will prove the long-term reliability of the implant, and the visual results in this series justify further extended use. Dr Binkhorst has changed to iridocapsular lenses with extracapsular extraction to reduce the complication rate of iris clip lenses; in the same way I think the The work of Binkhorst and others has shown that the intraocular artificial implant is in many cases a feasible and safe answer to the problem of the correction of aphakia. In our Department we have many patients who have obtained very satisfactory results from wearing different types of artificial lens, following trials extending over several years. However, it seems wise to continue the search for alternatives, not only for the case where an implant is not advised but also to encourage research into finding eventually a more perfect solution.
During the past eighteen months we have been investigating the use of a high oxygen permeability hydrophilic contact lens for 'continuous' wear (Pierse & Kersley 1976) . The lens is fitted at the time of surgery and left in place for about six weeks. At this stage a final definitively fitted lens of similar material is exchanged for the original lens and this remains in place until routine review indicates the need for cleaning or removal. The use of a backward-shelving comeal incision (Pierse 1975) and the protection and support of the lens gives rise to a quiet rapidly healing postoperative course, and the patient has useful vision in the immediate postoperative stage.
Complications
Infection, though not common, is the most serious and must be guarded against carefully. Local antibiotic when indicated, regular observation, and firm instructions to, the patient to attend at any sign of change in vision are mandatory. Deposits on the lens may cause difficulties but are not serious.
Children appear to be very suitable for this type of aphakic correction, the lens being fitted at the time of aspiration of congenital or traumatic cataract. REFERENCES Pierse D (1975) 
